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Objective: To test the potential mediation effect of psychosomatic symptoms on the relationship between
parents' history of childhood physical victimization and current risk for child physical maltreatment.
Methods: Data from the Portuguese National Representative Study of Psychosocial Context of Child Abuse and
Neglect were used. Nine-hundred and twenty-four parents completed the Childhood History Questionnaire,
the Psychosomatic Scale of the Brief Symptom Inventory, and the Child Abuse Potential Inventory.
Results:Mediation analysis revealed that the total effect of the childhood physical victimization on child mal-
treatment risk was signiﬁcant. The results showed that the direct effect from the parents' history of childhood
physical victimization to their current maltreatment risk was still signiﬁcant once parents' psychosomatic
symptoms were added to the model, indicating that the increase in psychosomatic symptomatology mediated
in part the increase of parents' current child maltreatment risk.
Discussion: The mediation analysis showed parents' psychosomatic symptomatology as a causal pathway
through which parents' childhood history of physical victimization exerts its effect on increased of child mal-
treatment risk. Somatization-related alterations in stress and emotional regulation are discussed as potential
theoretical explanation of our ﬁndings. A cumulative risk perspective is also discussed in order to elucidate
about the mechanisms that contribute for the intergenerational continuity of child physical maltreatment.© 2013 Elsevier Inc. All rights reserved.Introduction
Past empirical research has demonstrated that child physical mal-
treatment is a major risk factor for negative developmental and health
outcomes during the life-span. Besides the physical injuries, physically
maltreated children exhibit a heightened risk of cognitive and academic
functioning problems [1], more prevalence of internalizing and exter-
nalizing disorders [2], more difﬁculties in social functioning [3] and a
higher incidence of substance abuse [4], high-risk sexual behaviors,
and delinquency [5] during adolescence and youth. In addition, adults
with history of physical maltreatment in childhood report higher risk
of mental health disorders [6,7], chronic physical health problems [8,9],
alcohol abuse [10], suffering and perpetrating intimate partner violence
[11] and also greater likelihood of physically maltreating their offspring
[12].
Some scholars have theoretically outlined that parents with experi-
ences of exposure to physicalmaltreatment andharsh parenting practices
are more likely to engage in the use of physical punishment strategies as
parents [13]. Despite the fact that previous literature reviews highlighted
that the intergenerational research of child maltreatment should be
interpreted with some caution [14], a consistent growing body of recentity of Minho, Campus de Gualtar,
rights reserved.literature has supported, however, that parents' childhood history of
physical victimization is one of themost robust parent-related predictors
of actual child physical maltreatment [15–18]. Similar ﬁndings were
found in the investigations that examined the offspring physicalmaltreat-
ment risk [19–22]. However, these previousﬁndings thatmeasured phys-
ical maltreatment risk rather than effective maltreatment were drawn
from studies conducted with small or at-risk, and/or non-representative
samples [14]. These sampling limitations should therefore be considered
as a caveat of existing literature.
Additionally, some empirical research has focused on the riskmech-
anisms that contribute to the intergenerational continuity of child phys-
ical maltreatment. Depression [23], dissociation [24], mental health
problems [25], trauma symptoms [19], and social information process-
ing bias [16] have been identiﬁed as psychological mechanisms through
which parents' experience of physical victimization in childhood exerts
effect on current risk of perpetrating physical abusive behaviors in their
offspring. Surprisingly, despite the high prevalence of history of childhood
maltreatment among the adults with somatization disorders [26–28], to
our knowledge, no previous empirical study explored parents' psychoso-
matic symptoms as a mediator mechanism between these two variables.
Moreover, only one investigation has examined the relationship between
parents' psychosomatic symptoms and their risk of physical mal-
treatment of offspring [29], which can be considered as a limitation
of the existing literature. Therefore, in light of the consistent body
of research associating the experience of maltreatment in childhood
Table 1
Description of sample (N = 924), n (%) for categorical variables andM (SD) for continuous
variables
Value M (SD)
n %
Age 37.12 (6.26)
Gender
Female 507 54.9
Male 417 45.1
Marital status
Married/cohabiting 850 92.0
Divorced/widow/single 74 8.0
Education
≤12 years 710 76.8
College degrees 214 23.2
Employment statusa
Employed 738 82.8
Unemployed 65 7.3
Retired/other 88 9.9
Family income
≤3.5 national minimum wage 522 56.5
≥3.6 national minimum wage 402 43.5
Parents' household composition
With spouse and with child(ren) 836 90.4
Alone with children 57 6.2
Other 31 3.4
CHQ 2.13 (2.58)
CAPI 22.85 (12.61)
SomBSI 3.55 (3.99)
Note. CHQ = Childhood History Questionnaire; CAPI = Child Abuse Potential Inventory;
SomBSI = Somatization Scale of the Brief Symptom Inventory.
a N = 891.
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as well as linking parents' psychosomatic symptoms with their risk of
child physical maltreatment [29], it is plausible to hypothesize that
parents' psychosomatic symptoms may function as a mediator link in
the association between parents' history of physical victimization and
parents' risk of physical maltreatment.
In summary, taking into account these previous ﬁndings, it can be
assumed that parents' psychosomatic symptoms are one potential risk
mechanism in the intergenerational transmission of child maltreat-
ment, since parentswith a history of physical victimization in childhood
are more likely to experience psychosomatic symptoms and they also
might report a heightened risk of physical maltreatment. More con-
cretely, current psychosomatic symptoms might increase the risk of
perpetration of physical maltreatment of the offspring in parents that
reported physical victimization in childhood.
Therefore, using data from a community survey with Portuguese
parents, the aims of the current investigation are twofold. First, we
investigated intergenerational transmission of physical maltreatment
risk, by examining the direct association between parents' history of
physical maltreatment victimization in childhood and current risk of
physical maltreatment. We expected parent's history of maltreatment
to be positively related with their current risk of physically maltreating
their children. Additionally, this study extends previous research by also
testing the potential mediation effect of psychosomatic symptoms on
the relationship between parents' history of childhood physical victim-
ization and a current risk for child physical maltreatment.We expected,
ﬁrstly, that parents' current psychosomatic symptoms were predicted
by parents' history of physical maltreatment as well as a predicted par-
ents' risk of physical maltreatment of their offspring; additionally, we
expected that high levels of psychosomatic symptoms might partially
explain the intergenerational continuity of risk of physicalmaltreatment.
In the current study, sociodemographic covariates that theoretically and
empirically have been associated with physical maltreatment victimiza-
tion and/or perpetration risk were included in the testing of direct and
indirect effects.
Method
Participants
Participants were 924 parents or primary caregivers that participated
in the National Representative Study of Psychosocial Context of Child
Abuse and Neglect in Portugal. Parents ranged in age from 22 to 66 and
had on average 1.92 children (SD = .91, range = 1 to 9). Parents'
socio-demographic characteristics are summarized in Table 1. A compar-
ison to the national population statistics for marital status, education
level, income and number of children in the year that participants' data
were collected revealed that the current sample is representative of the
Portuguese population.
Measures
Parents' history of physical victimization in childhood
Parents' childhood experience of physicalmaltreatmentwas assessed
through the Childhood History Questionnaire [34]. The CHQ presented
nine physically maltreatment events (e.g., whipping, slapping/kicking,
bruises/welts, bone fractures) and participants were asked to rate the
frequency of occurrence of each one of them, prior to age 13. The re-
sponses to the frequency of occurrence of each physically abusive
event were made on a 5-point scale (0, never to 4, very often). Responses
to the items were summed to compute a frequency of physically mal-
treatment events index (possible total scores range from 0 to 36). Higher
scores reﬂect more frequent physical maltreatment victimization in
childhood perpetrated by the participant's parent or primary caregiver.
The Portuguese version of CHQ exhibited adequate psychometricproperties [35]. In the current sample, internal consistency was very
good (Cronbach's α = .81).
Child physical maltreatment risk
The abuse scale of the Child Abuse Potential Inventory (CAPI) [36]
was used to assess parents' attitudes and practices regarding physical
forms of discipline and abuse. The CAPI abuse scale examines distress,
rigidity, unhappiness, problems with the child and the self, problems
with the family and with others, and problems of others (e.g., ‘Children
should never disobey’, ‘A good child keeps his toys and clothes neat and
orderly’). The items are answered in a forced-choice format (0, no or 1¸
yes). The Portuguese version of CAPI abuse scale, which is comprised by
74 items, showed excellent psychometric properties and also revealed
high discriminant power between abusive parents and community
parents [37]. Total scores on CAPI abuse scale range from 0 to 74 (unit
scoring procedure was applied), with higher scores reﬂecting more
risk of child physical abuse. The internal consistency (Cronbach's α) of
the CAPI for the current sample was .88.
Psychosomatic symptoms
The somatization scale of the Brief Symptom Inventory (SomBSI)
[38] was administered to assess parents' psychosomatic symptoms.
Based on BSI theoretical rationale, this scale assesses the psychological
distress arising froma perception of bodily dysfunction, focusingmainly
in complaints on respiratory, cardiovascular and gastrointestinal sys-
tems with strong autonomic mediation (e.g., ‘Trouble in getting your
breath’, ‘Faintness or dizziness’). Parents answered to the 7 items of
BSI somatization scale based on their level of distress associated with
each symptom over the previous week. The items are answered on a
5-point Likert-scale (0, not at all to 4, extremely). Total scores on BSI so-
matization scale range from 0 to 28. Higher scores correspond to more
psychosomatic symptomatology. Scale's reliability to screening psycho-
somatic symptomatology is consistently demonstrated in previous
research [39]. The Portuguese version of the BSI somatization subscale
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Cronbach's alpha was .81.
Procedures
Participants were a subset of parents in the National Representative
Study of Psychosocial Context of Child Abuse and Neglect in Portugal
(PCCANP). Participants were mothers and fathers of children randomly
selected in ﬁve public elementary schools of Northern Portugal (for a de-
tailed description about sample selection procedures see Figueiredo et al.
[35]). All parents whose children attended the selected schools were
contacted in the year 2000. Regional education authorities (DREN,
Direcção Regional da Educação do Norte) provided ethical approval for
the current research. All parents were informed about the research
aims and ethic procedures in meeting sessions with research team
members and teachers. Afterwards, assessment protocols and letters of
informed consent in sealed envelopes were provided by the teachers to
the children who in turn handed them to their parents. From 1021 par-
ents and primary caregiverswho consented to participate in the commu-
nity school-based survey, 924 parents (533 mothers and 438 fathers)
completed and returned successfully the assessment protocols in sealed
envelopes to the teachers by their children (response rate = 90.5%).
Statistical procedure
Initially, a linear regression was conducted to test the direct associa-
tion between parents' history of physical victimization during childhood
and their current physical maltreatment risk. Subsequently, a mediation
analysiswas conducted to test themediation effect of depression symp-
toms on the association between history of physical maltreatment
victimization and current physical maltreatment risk. Mediation was
conducted by examining the statistical signiﬁcance of the associations
between the independent variable and mediator (a path), between
the mediator and dependent variable controlling for the independent
variable (b path), and, ﬁnally, by computing ab cross-product. Testing
ab cross-product is established as the most accurate and reliable ap-
proach to testmediation [41], since it allows calculating the signiﬁcance
of the difference between the total effect (c path) and the direct effect
(c' path), which represent the impact of the independent variable on
the dependent variable adjusting for the effect of the mediator.
In the last two decades, Baron and Kenny's causal steps approach
[42] and Sobel test [43] have been regularly applied in biomedical and
social sciences to conduct mediation analysis. Nevertheless, these ap-
proaches present several limitations [44] and bootstrapping techniques
are being recommended to testmediation [45,46]. Bootstrapping statis-
tic is a nonparametric method which allows to examine the statistical
signiﬁcance of paths a and b, and the cross product of the path abwith-
out assuming the normal distribution of the indirect effects [44]. Prior
simulation studies demonstrated that bootstrapping is amore powerful
and accurate method than causal steps and the Sobel test in the estima-
tion of mediation effect [47]. For the current set of analysis, a macro for
SPSS created by Preacher and Hayes [46] was employed to test our
hypothesized mediation model. Using the Preacher and Hayes meth-
od [46], the examination of the indirect effect comprised four steps:
(1) 20 000 bootstrap samples were randomly generated (random sam-
pling with replacement procedure) from the original data set (924 par-
ticipants), (2) based on this bootstrap sample, the paths a and b and
indirect effect (ab) estimates were computed, (3) this procedure was
repeated 20 000 times and 20 000 estimates of the indirect effect of in-
terest were attained, and (4) the mean of these 20 000 estimates of the
indirect effect was computed and if the 95% bias corrected and acceler-
ated conﬁdence intervals (95% CI) of the indirect effects do not contain
zero, then the indirect effectwas statistically signiﬁcant. Thismacro also
allows for the adjustment of all paths for the potential impact of covar-
iates on the mediation model.Results
Correlational ﬁndings
Zero-order correlations between parents' sociodemographic variables, parents' history
of childhood physicalmaltreatment victimization, parents' child physicalmaltreatment risk
and parents' psychosomatic symptoms are presented in Table 2. Considering the study's
main variables, parents' history of childhood physical maltreatment victimization was sig-
niﬁcantly and positively associated with their current levels of child physical maltreatment
risk. Parents' history of maltreatment victimization was also signiﬁcantly and positively
related to parents' current psychosomatic symptoms. Finally, a signiﬁcant andpositive asso-
ciation between parents' current psychosomatic symptoms and their child physical mal-
treatment risk was found.
Considering the signiﬁcant associations in the past empirical research [15,48,49], as
well as the amount of signiﬁcant associations in the current study between parents'
sociodemographic variables and parents' childhood physical maltreatment victimization
(independent variable) and/or parents' current child physical maltreatment risk (depen-
dent variable), all further analysis included parents' age, gender, marital status, education,
family income and number of children as covariates.
Direct association between parents' physical maltreatment victimization in childhood and
offspring physical maltreatment risk
Results of hierarchical regression are presented in Table 3. The ﬁndings revealed that
parents' history of childhood physical maltreatment victimization and their risk of child
physical maltreatment were signiﬁcantly and positively associated. More speciﬁcally,
after accounting for the effect of the covariables, parents' history of physical maltreatment
victimization (entered in Step 2) predicted child physical maltreatment risk, in which,
whether parents' sociodemographic covariables are held constant, as parents' childhood
victimization increases by one unit, parents' current risk of physically maltreating their
offspring increases by 0.86 unit. The ﬁnal regression model accounted for 22% of variance
on parents' child physical maltreatment risk (F = 36.68, df = 7, 917, p = .001).
Mediation effect of the psychosomatic symptoms
Parents' psychosomatic symptoms were tested as mediator of the association between
parents' history of physical victimization in childhood and their current risk of physical mal-
treatment of the offspring (Fig. 1).Mediation analysis revealed that the total effect of parents'
history of physical victimization on their current physical maltreatment risk was signiﬁcant
(B = .80, SE = .14, p = .001). After controlling the effect of the covariates (parents' gender,
age, marital status, education, family income and number of children), parents' history of
physical victimization in childhood predicted parents' psychosomatic symptoms (B = .33,
SE = .04, p = .001). In turn, parents' psychosomatic symptoms predicted parents' current
risk of physically maltreating their offspring (B = 1.60, SE = 0.09, p = .001). The examina-
tion of the indirect effect (ab path) revealed a signiﬁcant mediation (Indirect effect = 0.54;
95% CI for bias correct indirect effect: Lower Lever = 0.36, Upper Level = 0.74), in which
the associationbetweenparents' history of physical victimization andparents' risk of physical
maltreatment wasmediated by an increase in parents' psychosomatic symptoms. The direct
effect of childhood physical victimization to parents' current maltreatment risk increase also
remained signiﬁcant once parents' psychosomatic symptoms were added to the model
(B = 0.27, SE = .13, p = .03), indicating that the increase in psychosomatic symptomatol-
ogy mediated, in part, the inﬂuence of parents' history of physical victimization on parents'
current physical maltreatment risk increase. Overall, 42% of physical maltreatment risk
variance was accounted by the entire model.
Discussion
Previous research has demonstrated that parents' childhood history
of maltreatment is a robust precedent risk factor for parents' child mal-
treatment [15,16]. However, the mere identiﬁcation of parents' child-
hood victimization history is uninformative about the nature of the
risk process. Considering the empirical evidence linking parents' mal-
treatment history and psychosomatic disorders/conditions [31,33], as
well as the single study that found that parents' with higher psychoso-
matic symptoms exhibited a signiﬁcant greater likelihood of child phys-
icalmaltreatment [29], psychosomatic symptomswere hypothesized as
a possible causal risk mechanism variable between parents' childhood
physical maltreatment history and their current risk of offspring physi-
cal maltreatment. The current study is the ﬁrst investigation that exam-
ined themediating effect of psychosomatic symptoms, which represent
an innovative feature of the current research.
Overall, our ﬁndings seemed to provide empirical evidence to the
positive association between parents' history of physical maltreatment
victimization and their current risk of physical maltreatment of the off-
spring. In line with previous epidemiological, cross-sectional and longi-
tudinal researches, our results suggest that parents who reported to be
Table 2
Zero-correlations between parents' sociodemographics, childhood physical victimization, risk of child maltreatment, and psychosomatic symptoms
1. 2. 3. 4. 5. 6. 7. 8. 9.
1. Parents' gender –
2. Parents' age .23⁎⁎ –
3. Marital status − .14⁎⁎ − .06 –
4. Parents' education − .06 .11⁎⁎ − .06 –
5. Family income .07⁎ .13⁎⁎ − .13⁎⁎ .51⁎⁎ –
6. Number of children − .01 .37⁎⁎ .03 .04 − .05 –
7. Childhood physical victimization (CHQ) .04 − .03 .02 .02 .003 .06 –
8. Child physical maltreatment risk (CAPI) − .17⁎⁎ .06 .21⁎⁎ − .21⁎⁎ − .28⁎⁎ .26⁎⁎ .16⁎⁎ –
9. Psychosomatic symptoms (SomBSI) − .24⁎⁎ .003 .06 − .15⁎⁎ − .17⁎⁎ .11⁎⁎ .21⁎⁎ .58⁎⁎ –
Note. CHQ = Childhood History Questionnaire; CAPI = Child Abuse Potential Inventory; SomBSI = Somatization Scale of the Brief Symptom Inventory.
⁎ p b .05.
⁎⁎ p b .001.
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by a primary caregiver in childhood exhibited greater risk of physical
maltreatment of their offspring. For example, Kim [17], using data from
a US representative longitudinal study, found that parents who retro-
spectively report physical maltreatment victimization in childhood are
5 times as likely to exhibit physical maltreatment parenting practices
than those who were not physically abused in childhood.
Our results also corroborated previous literature that examined the
link between parents' history of physical victimization and their current
physical maltreatment risk (not the effective maltreatment behaviors)
[20–22]. In addition, our study extends the literature by supporting pre-
vious ﬁndings using a large representative sample of parents, since past
studies that analyzed this association between parents' history of phys-
ical victimization and their current risk of physical maltreatment were
conducted in small, high-risk and unrepresentative samples [14].
In line with previous research [50], an association between child
physical abuse and adults' psychosomatic symptoms was found. Addi-
tionally, the current investigation also demonstrated that parents'
psychosomatic symptomatology was a causal pathway through which
parents' childhood history of physical victimization exerts part of its
effect on an increase of child maltreatment risk. This is a new ﬁnding
in literature. Therefore, the mechanisms through which psychosomatic
symptoms may lead to child physical maltreatment need to be uncov-
ered. For instance, somatization-related alterations in psychobiological
systems of stress regulation, as well as the difﬁculties in emotion mod-
ulation, may explain the mediating effect of psychosomatic symptoms
in the intergeneration continuity of child physical maltreatment. More
speciﬁcally, early psychosocial stress, such as exposition to physical vic-
timization in childhood, may have the potential to induce chronic andTable 3
Results of the hierarchical regression analysis
Steps B (SE) β R2 ΔR2
Step 1
Parents' gender −3.97 (0.79) –.16⁎⁎⁎
Parents' age 0.09 (0.07) .05
Marital status 7.08 (1.45) .15⁎⁎⁎
Parents' education −4.21 (1.04) − .15⁎⁎⁎
Family income −4.32 (0.90) − .17⁎⁎⁎
Number of children 3.10 (0.45) .23⁎⁎⁎
F (df = 6, 918) 35.50⁎⁎⁎ .19
Step 2
Childhood physical
victimization (CHQ)
0.86 (0.14) .18⁎⁎⁎
ΔF (df = 1, 917) 35.34⁎⁎⁎ .22 .03
Note. CHQ = Childhood History Questionnaire.
⁎⁎⁎ p b .001.dysfunctional under- or overactivity of the psychobiological systems
responsible for regulation and adaptation to stress. Some studies have
suggested that the dysregulation stress-adaptation systemsmay contrib-
ute to intensiﬁed symptom experience and pain perception. Elevated
levels of psychosomatic symptomsmay reﬂect the dysfunction to regu-
late parenting-related stress that, in turn, may be associated to a higher
probability of a parent to engage in harsh parenting and abusive behav-
iors to cope with offspring behaviors [51]. Additionally, psychosomatic
symptoms may also be associated to impairments in the functional
emotion regulation [52–54] and difﬁculties in emotion expression and
reduced empathy behaviors have been found in parents in risk of phys-
ically maltreating their children [55–57].
Showing that the association between parents' history of physical
victimization and physical maltreatment risk operated only in part
through parents' psychosomatic symptoms, our ﬁndings gave evidence
that parents' psychosomatic symptoms were only one of the mecha-
nisms that contribute to an intergenerational transmission of child mal-
treatment. Past research has demonstrated that an increased risk of child
physicalmaltreatment is predicted by parents' individual and family var-
iables. More speciﬁcally, parents' risk of physical maltreatment has been
associated with higher levels of depression and psychopathological
symptomatology [15], social isolation [16], higher life stress [58], low
marital satisfaction [15], and alcohol and substance abuse [59]. It is plau-
sible to hypothesize that, given its developmental origins [60,61], psy-
chosomatic symptomatology may function as a precedent mechanism
for developing and maintaining some of these risk factors associated
with a heightened likelihood of physical maltreatment. Some empirical
evidence supported this assumption. For example, in longitudinal inves-
tigations, psychosomatic symptomswere found as a signiﬁcant predictor
of subsequent diagnosis of depression [62,63], whereas physical mal-
treatment in childhood seemed to predict somatization among patients
diagnosed with a major depression disorder [64]. In addition, consider-
ing the partial mediation effect of psychosomatic symptomatology, it is
possible to speculate that the interplay of parents' psychosomatic symp-
toms and the other risk factors may operate in a cumulative fashion.
Future research should examine longitudinally how psychosomatic
symptoms may cumulatively interact with other proximal and distal
risk factors to predict child maltreatment. This interactive approach
will allow testing not only the signiﬁcance of risk variables with main
effects (direct and mediating effects) but also moderating variables
that qualify these main effects [65]. Since our ﬁndings revealed that
some of the variables included as covariates in the model showed a sig-
niﬁcant effect on parents' risk of child physical maltreatment, further
studies should delineate a conceptual model in which these covariates
were conceptualized as moderators with the potential to affect the
direction and strength of the association between parents' history of
maltreatment and their risk of maltreatment.
The results of this research should be interpreted bearing some
limitations in mind. Firstly, parents' history of physical maltreatment
Fig. 1. Results of the proposed mediation model. Note. Covariates: Parents' gender, parents' age, marital status, education, family income, and number of children. Coefﬁcients are
unstandardized parameter estimates. *p = .03. **p = .01. ***p = .001.
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questionnaire. Retrospective recall of physical victimization in child-
hood may involve substantial rate of false negatives and considerable
measurement errors. Despite the fact that some research has demon-
strated that such limitations were not sufﬁciently great to invalidate
retrospective studies of childhood adversities [66–68], some caution
should be taken in the interpretation of our ﬁndings. Second, the
cross-sectional design of our investigation hampered testing causal
paths. Third, parents' self-report was used to measure independent,
dependent and mediating variables and our ﬁndings may have bene-
ﬁt from shared method variance. To avoid method variance, future
research should usemultiplemeasures (e.g., ofﬁcial data, prospective in-
struments, multi-informant data). Fourth, previous literature regarding
parents' physical maltreatment risk and their psychosomatic symptoms
is very limited. Our theoretical and empirical backgroundwas developed
under previous research that measured history of child physical victimi-
zation in parents with a somatic disorder, aswell as parents' actual phys-
ical maltreatment, rather than parents' risk of physically maltreating
their offspring. Despite the fact that our ﬁndings were in line with
those that measured actual physical maltreatment and those that used
samples with adults with a diagnosed somatic disorder, some caution
should be assumed in the interpretation of our results. Fifthly, in line
with this limitation,we did not screenphysical/psychosomatic disorders,
since the BSI somatization scale only assesses psychosomatic symptom-
atology. Since this is the ﬁrst study, to our knowledge, to examine the
mediation effect of psychosomatic symptomatology, future research
with parents with diagnosed psychosomatic disorders is encouraged.
In summary, to our knowledge, this was the ﬁrst study to test in a
representative community sample the association between parents' psy-
chosomatic symptoms and their risk of offspring maltreatment. Addi-
tionally, the current study extends prior research on intergeneration
transmission of child physical maltreatment by demonstrating that the
association between parents' history of physical victimization and their
current risk of physicalmaltreatment is in partmediated by parents' psy-
chosomatic symptoms. The partial mediation effect of psychosomatic
symptoms indicates that additional risk mechanisms may operate in
the intergenerational continuity of child physical maltreatment. These
ﬁndings provide evidence that functional, emotional and social impair-
ments related to psychosomatic conditions may disrupt parenting prac-
tices and contribute to a heightened likelihood of occurrence of physical
abusive strategies in parents that reported to be victims ofmore frequent
physical maltreatment behaviors from a primary caregiver in childhood.Conﬂict of interest statement
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